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Children are increasingly being raised in environments that threaten healthy 
development, but there are children who develop well in spite of these threats, and there 
are factors within children’s lives that can ameliorate the negative influence of these 
threats some of the time (Condly, 2006; Masten, 2001; Werner, 1993). Interparental 
conflict is one factor that can contribute to threatening healthy development and, indeed, 
has been linked with a variety of negative outcomes for children, including internalizing 
and externalizing behaviors (Gonzales, Pitts, Hill, & Roosa, 2000; Ingoldsby, Shaw, 
Owens, & Winslow, 1999; Rhoades, 2008). Religion has been studied as a contributing 
factor to positive development for adolescents, but little research has been conducted 
regarding the relations among religion and children’s social-emotional outcomes (Abdel-
Khalek, 2007; French, Eisenberg, Vaughn, Purwono, & Suryanti, 2008; Holmes & 
Lochman, 2012). I hypothesized that parent religiosity would function as a resilience 
	  	  
	  
factor influencing the relation between interparental conflict and childhood internalizing 
and externalizing behaviors. A total of 219 parents (80.20% female) of children ages 5 to 
11 years completed an online survey that included the Brief Multidimensional Measure of 
Religiousness/Spirituality (Fetzer Institute, 1999), Conflicts and Problem-Solving Scale 
(Kerig, 1996), the Pediatric Symptom Checklist (Murphy & Jellinek, 1988), and the 
General Family Functioning scale of the McMaster Family Assessment Device (Epstein, 
Baldwin, & Bishop, 1983). Parent participants self-identified as primarily Christian 
(73.06%), but also included those who identified as Buddhist (5.93%), Hindu (1.37%), 
Jewish (6.39%), Muslim (2.74%), not affiliated with any religion (6.85%), and “other” 
(3.65%). Results replicated the previous significant relation between interparental 
conflict and childhood internalizing and externalizing behaviors, but provided no 
evidence that religiosity moderated this relation. To the contrary, I found that religiosity 
may function as a risk factor for internalizing and externalizing behaviors at high levels 
of family distress. 
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THE PROBLEM AND ITS BACKGROUND 
 “A good half of the art of living is resilience,” claimed Swiss writer Alain de 
Botton (as cited in Lees, 2014, p. 238). Resilience is defined as “good outcomes in spite 
of serious threats to adaptation or development” (Masten, 2001, p. 228). Masten (2001) 
regards resilience as a normative process of restoration in response to positive aspects of 
our environment. Resilience theory holds that children are increasingly being raised in 
environments that threaten healthy development, that there are children who develop well 
in spite of these threats, and that there are factors within children’s lives that can 
ameliorate the negative influence of these threats some of the time (Condly, 2006; 
Masten, 2001; Werner, 1993). Both the threat (or risk) and resilience are considered to be 
multi-dimensional (Condly, 2006; Fergusson & Horwood, 2003; Luthar, Cicchetti, & 
Becker, 2000; Richardson, 2002). One risk factor is not likely to ruin a child’s life and 
one resilience factor is not likely to redeem it, but risk and resilience factors build upon 
each other in unique and interactive ways. 
According to this theory, resilience can be fostered in those children who face 
adverse events in their lives. However, further research needs to be done in order to 
determine which factors influence children’s resilience. In Werner’s (1993) seminal 
Kauai study, the researchers examined resilience factors in an entire cohort of children on 
the Hawaiian island of Kauai. Werner’s (1993) study found hallmarks of resilience in 
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children throughout development, including a pleasant temperament in infants, autonomy 
in toddlers, better math and reasoning abilities in elementary students, and an 
achievement-oriented attitude in adolescence. Family and community characteristics, 
such as structured family life, substitute parents, participation in extracurricular activities, 
and support from a church community, were also found to be protective factors that 
influenced children’s resilience. 
Resilience in Families 
While resilience in individual children was the focus of early research on the 
subject, relational resilience within a family has also been found to be extremely 
important (Condly, 2006; Walsh, 1996; Werner, 1993). Werner found that the resilient 
children in the Kauai study “all had at least one person in their lives who accepted them 
unconditionally, regardless of temperamental idiosyncrasies, physical attractiveness, or 
intelligence” (Werner, 1993, p. 512). Studying resilience in children is inherently 
relational and systemic in nature and naturally involves other people. As Bavelas and 
Segal (1982) argue, the patterns of family relationships that develop over time form the 
structure of the family system. Children, whose primary relationships and interactions are 
with the family, must be studied in the context of the family. As regards families’ 
resilience, Walsh (1996) contends that “resilience involves integrating the fullness of the 
[challenging] experience into the fabric of individual and family identity and how family 
members go on to live their lives (p. 7). This outlook presupposes that families have both 
challenges to face and inherent strengths that they can use in the face of challenges. 
These strengths can include a variety of familial resilience factors such as family 
communication, flexibility, finances, routines, and spirituality (Black & Lobo, 2008). As 
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a family resilience factor, religion and spirituality help give the family hope and help the 
family members create shared meaning out of a challenge (Black & Lobo, 2008).  
Religion as a Resilience Factor 
Religion is often overlooked in mental health research, despite the important role 
it plays in many people’s lives (Loewenthal, 2000; Moreira-Almeida, Lotufo Neto, & 
Koenig, 2006). Koenig (2009) defines religion as “beliefs, practices, and rituals related to 
the sacred [...] rooted in an established tradition” (p. 284).  Hood, Hill, and Spilka (2009) 
elaborate, “Religion may encompass the supernatural, the non-natural, theism, deism, 
atheism, monotheism, polytheism, and both finite and infinite deities; it may also include 
practices, beliefs, and rituals that almost totally defy circumscription and definition” (p. 
7). Although psychology’s history is rife with the dismissal of religion, like Freud’s 
reduction of religion to the “infantile projection of the parent figure” or Raymond 
Cattell’s belief that humans created an afterlife to meet needs that were not met in this 
life, even these skeptics acknowledged the power that religion held in people’s lives 
(Hood et al., 2009, p. 23). Furthermore, psychologists as early as William James have 
acknowledged the value of religion both for its positive effect and for its own merits 
(Hood et al., 2009). Religion can be a vital element in an individual’s mental health. 
Religion has been identified as a resilience factor in four distinct ways: by aiding in the 
construction of healthy attachment, by providing social support, by facilitating the 
development of morals and rules for conducting oneself, and by aiding growth and 
personal development (Crawford, Wright, & Masten, 2006). Religious coping is often 
considered separately but positive religious coping, which entails using religion to seek 
support and look for meaning, can be seen as a resilience factor as well (Kim & Esquivel, 
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2011; Pargament, Tarakeshwar, Ellison, & Wulff, 2001). Religion can influence life in a 
variety of ways, including as a resilience factor, and may act through a variety of 
mechanisms. 
Religion is often a prominent factor in children’s family lives (Mathai & North, 
2003; Vaaler, 2008). Furthermore, religion in adults has been shown to predict positive 
outcomes in those who experience stress. Ai, Peterson and Huang (2003) studied 149 
Kosovar and Bosnian refugee adults in order to determine, among other questions, how 
religious coping was related to optimism. Interestingly, the researchers did not divide the 
group based on religion (over 90% of participants were Muslim, but many were 
Catholic). Taken together, they found that positive religious coping significantly 
predicted optimism using structural equation modeling.  
The present study aimed to extend the literature on religion as a resilience factor 
by studying religion in the families of children ages five to 11. Since religious education 
often parallels secular education, many children’s first experience with religious 
education begins around age 5 (Bastide, 1987; Cavaletti, 1983; Nye & Carlson, 1984). 
Children have also been found to undergo significant stabilization of religious identity in 
this timeframe as well (Bastide, 1987; Nye & Carlson, 1984; ter Avest, 2009). 
Furthermore, as emphasized later in this paper, research participants in studies about 
religion are generally at least adolescents. Thus, although this age is clearly a formative 




REVIEW OF THE LITERATURE 
Studies Across Religions and Cultures 
Across a wide variety of cultures and religions, religiosity has been found to have 
a positive influence on people’s lives (Abu-Rayya & Abu-Rayya, 2009; Cochrane & Bal, 
1990; Cohen & Hall, 2009; Fisher, Newbold, Eyles, & Elliot, 2013; Flannelly & Inouye, 
2001; Frazier, Mintz, & Mobley, 2005; Jang et al., 2013; Morris & McAdie, 2009; 
Pargament et al., 2001; Proffitt, Cann, Calhoun, & Tedeschi, 2007; Suhail & Chaudhry, 
2004; Tarakeshwar, Pargament, & Mahoney, 2003; Tiliouine, Cummins, & Davern, 
2009). Much, but not all, of this research has been done with Christian participants. 
Studies have found that religious people report higher levels of health and happiness. 
Green and Elliott (2010) studied the relation of religiosity to health and well-being. They 
divided participants by religious orientation, which they defined as “Catholic, Christian, 
[or] other” (Green & Elliott, 2010, p. 154).  Religion seems to even be related to our 
lifespan. In a study looking at mortality rates of one U.S. county over 28 years, those who 
frequently attended religious services had significantly lower mortality rates than those 
who attended infrequently (Strawbridge, Cohen, Shema, & Kaplan, 1997). Hsu, 
Krägeloh, Shepherd, and Billington (2009) investigated the relation between 
religion/spirituality and quality of life in both international students and domestic 
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students at a university in New Zealand. The sample was religiously diverse, with 28% 
identifying as Christian, 59% identifying as non-religious, and the reminder identifying 
as a variety of other religions. The authors found that religion/spirituality was associated 
with higher perceived quality of life. Among international students, religion/spirituality 
was also correlated with social quality of life. The authors suggested that perhaps 
religion/spirituality might function as a resilience factor for international students, 
particularly in response to the stressors of acculturation. Associations between religiosity 
and psychological well-being seem to be common, in fact. In a Christian sample in 
Australia, there was a significant, positive association between belief in God, personal 
prayer, and church attendance, and psychological well-being (Francis & Kaldor, 2002). 
Frazier et al. (2005) studied a sample of predominantly Christian (96%) older African-
American adults to look at how religion was related to well-being. They found that 
religious involvement was associated with several dimensions of psychological well-
being, including positive relations with others, self-acceptance, environmental mastery, 
purpose in life, and personal growth. Another study of older Christian adults broke 
religiosity down into a variety of aspects, including personal meaning, involvement in 
formal religion, participation in spiritual practices, importance of religion, degree of 
comfort derived from religion, sense of inner peace with self, and accessibility to 
religious resources (Fry, 2000).  The study found that these aspects of religiosity 
predicted well-being (Fry, 2000). A Canadian study looked at differences between Old 
Order Mennonites, who are characterized by “no smoking, low/no alcohol consumption, 
high religiosity (Christian), strong family and community support, high levels of social 
interaction, and minimal reliance on technology,” and farmers who were not Old Order 
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Mennonites (Fisher et al., 2013, p. 539). They found that Old Order Mennonites had 
significantly better mental health than the non-Old Order Mennonite farmers. Studies on 
religion that look at Christianity, particularly Christianity in North America, Australia, 
New Zealand, and Europe, have consistently found that religiosity correlates with 
positive outcomes. These outcomes are frequently psychological in nature, suggesting 
that religion is related to psychological health in Christian adults. 
Less work has been done on religions besides Christianity, but a variety of 
religions have still been found to have a positive effect on the lives of their practitioners, 
even though studies have found that different religions prioritize different aspects of faith 
(Cohen, Siegel, & Rozin, 2003). Abu-Rayya & Abu-Rayya (2009) studied 854 
Palestinian young adults ranging from age 17 to age 38. The sample was majority 
Muslim (61%) with the remainder being Christian. The researchers found that religion 
positively correlated with psychological well-being (including higher positive affect, self-
esteem, and positive social relations as well as lower negative affect) in both Muslims 
and Christians. Morris and McAdie’s (2009) study looked at Britons who identified as 
Christian, Muslim, or non-religious and found that those who were religious (Christian 
and Muslim combined) had higher scores on well-being than those who were. However, 
when the religious groups were split, the relationship remained significant for Christians, 
but not for Muslims. This non-significant finding could be due to the small number of 
Muslims in the study as compared to other groups. It could also be related to their 
definition of religion. In Morris and McAdie’s study, religion was dichotomous. In other 
words, they did not evaluate the intensity of one’s religion, but simply compared those 
who identified with a religion to those who did not. Many other studies that compare 
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Christians to non-Christians use similar means of defining religiousness (e.g. Cochrane & 
Bal, 1990) or they use Western measures of religiosity, designed primarily for Christian 
samples (e.g. Ai et al., 2003). In Suhail and Chaudhry’s (2004) study solely of Muslims 
in Pakistan, they found that religiosity was a significant predictor of subjective well-
being. Importantly, the researchers used a religiosity scale specifically designed to 
measure Islamic beliefs and practices. These questions included those measuring belief in 
one God, belief in heaven and hell, frequency of prayers, and frequency of reciting from 
the Islamic holy book, the Quran. In a study of Algerian Muslims, using a measure 
designed specifically for Muslims, religiosity was again found to have a strong, 
significant positive relationship with well-being (Tiliouine et al., 2009). Overall, the 
existing research indicates that religiosity has as positive an influence on Muslims as it 
does on Christians. However, research methodology is hampered by the use of 
dichotomous variables for religiosity or measures that are too narrow to capture broader 
religiosity in a variety of religions. 
Remarkably little research has been done with regards to Jewish religiosity and 
psychological health (Cohen & Hall, 2009; Levin, 2013; Vilchinsky & Kravetz, 2005). 
Cohen and Hall’s (2009) study of older American Catholics, Protestants, and Jews found 
that morale was positively correlated with religiosity/spirituality only for Protestants and 
that Protestants reported higher well-being than either Catholics or Jews. However, the 
researchers used different measures of religiosity for Christians and for Jews, including 
questions on religious practices, knowledge, and beliefs that were specific to each group. 
Although providing different questions for each religious group may better capture 
religiosity than more generic questions, they did not demonstrate that the measures were 
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equivalent. Since many Jews are likely to identify as Jewish based on a sense of ethnic 
identity as well as religiosity, Vilchinsky and Kravetz’s (2005) study of Israeli Jews 
broke participants into three groups that they described as in descending order of 
religiosity: religious, traditional, and secular (Kedem, 1995). They found that religious 
belief was positively related to psychosocial well-being and negatively related to 
psychological distress when making within-group comparisons for just the religious and 
secular subgroups (Vilchinsky & Kravetz, 2005). This relation did not hold true within 
the traditional group or throughout the entire sample as a whole. Thus, with what little 
information we have, we can see that it is likely that religiosity could have positive 
effects for Jews as well, although the results are not as definitive as they appear to be for 
Christians and Muslims. Furthermore, measurement of Jewish religiosity needs increased 
attention in the research. 
Eastern religions such as Hinduism and Buddhism are subject to even less 
research than their Western counterparts. Jang et al. (2013) studied Korean women with 
breast cancer from different religions and the relation of their religiosity to depression 
and anxiety after surgery. This study found that depression and anxiety did not differ 
significantly among religious groups at baseline. They used the Duke Religious Index, 
which, although not specifically designed for Christians, has not been shown to measure 
religiosity in Buddhists. For Catholics, total religiosity was unrelated to depression or 
anxiety, but higher religious activities correlated with higher levels of depression. Among 
Protestants, however, total religiosity was significantly negatively correlated with anxiety 
and depression, while among Buddhists and those with no religious affiliation, there was 
no observable correlation between religiosity and depression or anxiety. These mixed 
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results indicate that Catholics may be influenced by their religiosity in different ways 
than other Christians are or that Catholics increased their religiosity in response to their 
depression. The authors did not attempt to determine which factor predicted the other. 
This research also demonstrates that either Buddhism functions quite differently from 
other religions or it may need to be measured in ways that have not yet been done. 
Preliminary results based on a study measuring religious coping in Hindus found that 
religious coping was related to better mental health for Hindus as well (Tarakeshwar et 
al., 2003). Tarakeshwar et al. (2003) developed the Hindu religious coping scale and 
administered it to a sample of 164 Hindus living in the United States. They found that 
God-focused coping was positively related to life satisfaction and religious guilt was 
negatively related to life satisfaction and positively related to depression. Given the very 
minimal data we have, religiosity is likely related to positive outcomes for Hindus as 
well, although results are uncertain for Buddhists. Further research is necessary in order 
to determine if this pattern remains true for Hindus. A broader religious measure might 
also be useful for Buddhists, in order to determine whether current measures just do not 
adequately capture Buddhist religiosity or spirituality or if Buddhism impacts people 
differently than other religions. 
Religion, Psychopathology, and Well-Being in Adolescents 
Recent studies have shown that religion is correlated with lower psychopathology 
in adolescents (Abdel-Khalek, 2007; Abdel-Khalek, 2009; Abdel-Khalek & Lester, 2007; 
Bullock, Nadeau, & Renaud, 2012; Meltzer, Dogra, Vostanis, & Ford, 2011; Pearce, 
Little, & Perez, 2003; Robbins & Francis, 2009; Scales Rostosky, Danner, & Riggle, 
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2008; Schludermann, Schludermann, & Huynh, 2003). Houltberg, Henry, Merten, and 
Robinson’s (2011) study of 14 to 16 year-old U.S. adolescents found no direct relation 
between depression and intrinsic religiosity, but did find a moderated relationship. 
Intrinsic religiosity is an indication that a person’s religion is a directing force in their 
life, rather than a tool they use in order to obtain something else. Their sample consisted 
of 248 public high school students in order to study the relation between family 
connectedness, intrinsic religiosity, and depressed mood. Although family connectedness 
was negatively associated with depressed mood, intrinsic religiosity was not directly 
related to depressed mood. Their results, however, did support a model in which intrinsic 
religiosity moderated the relation between mothers’ support and depressed mood. In a 
study of Kuwaiti Muslim adolescents ages 15 to 18, religiosity was significantly and 
negatively correlated with scores on depression and anxiety scales (Abdel-Khalek, 2007). 
French, Eisenberg, Vaughn, Purwono, and Suryanti (2008) studied 12 to 14 year-old 
Muslim students in Indonesia. They measured spirituality using the daily spiritual 
experiences scale from the Brief Multidimensional Measure of Religiosity/Spirituality 
and religion using a scale they designed themselves specifically for Muslims in West 
Java in Indonesia (BMMRS). These results were combined to form one 
religiosity/spirituality factor. Using structural equation modeling, they found a significant 
negative correlation between internalizing behaviors and externalizing behaviors and 
religiosity/spirituality. The researchers also found that religiosity/spirituality was related 
to academic achievement, prosocial behavior, and self-esteem. A study of U.S. 
adolescents and young adults ages 11 to 23 studied the relation between religiosity and 
depression using the BMMRS (Desrosiers & Miller, 2007). The participants were 
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diverse, with significant numbers of black (14.6%), Asian (17.7%), and Latino (14.6%) 
adolescents along with their white counterparts (42.6%). Participants also included not 
only Christians, but also Jewish, Muslim, Buddhist, atheist, and agnostic adolescents. 
Desrosiers and Miller found that daily spiritual experiences, forgiveness, and religious 
coping were associated with less depressive symptomatology in girls. Pearce et al. (2003) 
used the BMMRS to examine adolescents ages 11 to 15 and found that religious 
attendance, self-ranking in religiosity, and positive interpersonal religious experiences 
negatively correlated with depressive symptoms. They also found that negative 
interpersonal religious experiences positively correlated with depression symptoms, 
suggesting that religion is an important community-level factor. These results suggest 
that religiosity is negatively correlated with internalizing symptoms such as anxiety and 
depression in youth. It is also evident from these studies that religiosity can be related to 
myriad factors in adolescent development. Furthermore, the BMMRS has been used 
among diverse groups of adolescents. 
Religion has also been researched with regard to adolescent suicide (Eskin, 2004; 
Hilton et al., 2002; Robbins & Francis, 2009). One study looked at 420 adolescents ages 
11 to 20 who were educated in secular versus religious schools in Turkey (Eskin, 2004). 
Eskin found that adolescents in religious schools were less likely to consider suicide as an 
option compared to those in secular schools. In a study of 3,059 British 13 to 15 year-
olds, Robbins and Francis (2009) found that religiosity was associated with lower levels 
of suicidal ideation. A study by Greening and Stoppelbein (2002), examining a large 
sample of white and African-American adolescents, found that commitment to core 
religious beliefs was significantly and negatively correlated with suicide. Although more 
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studies are needed to confirm these results, existing studies indicate that religiosity is 
negatively correlated with suicidality in adolescents.  
Religiosity affects a variety of other mental health issues in adolescents, including 
substance abuse (Sinha, Cnaan, & Gelles, 2007; Wills, Yaeger, & Sandy, 2003). Wills et 
al. (2003) conducted a longitudinal study of a cohort of 1,182 diverse, New York 
adolescents as they progressed from grades 7 through 10. The researchers found that 
religiosity was inversely related to alcohol, tobacco, and marijuana use. Furthermore, 
they found that religiosity moderated the relation between life stress and alcohol, tobacco, 
and marijuana use. Thus, it appears that religiosity as a moderator between stressful life 
events and negative outcomes is not only an appropriate model in adults, but for 
adolescents as well.  
With regard to well-being, in Abdel-Khalek’s (2011) study of Kuwaiti 
adolescents, he found that religiosity was significantly positively correlated with self-
esteem, which could be considered an aspect of subjective well-being. In another study of 
Kuwaiti adolescents, Abdel-Khalek (2007) found that religiosity was positively 
correlated with participants’ perceptions of happiness. A longitudinal study of a cohort of 
Muslim Indonesian adolescents as they progressed from grades 7 through 9 found that 
earlier religiosity predicted later adjustment, such that increased religiosity was related to 
increased adjustment (Sallquist, Eisenberg, French, Purwono, & Suryanti, 2010). 
Schludermann et al.’s (2003) study of 444 adolescents in Mennonite high schools in 
Canada found that religiosity was significantly associated with prosocial values, positive 
attitudes about school, and family satisfaction. Studies have shown preliminary evidence 
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that religion is positively related to self-esteem, happiness, positive adjustment, prosocial 
values, positive attitudes about school, family satisfaction, and overall well-being, 
suggesting that religion may be a positive force in the lives of adolescents. Studies have 
also shown that religion can serve as a moderator between life stressors and negative 
outcomes in adolescence. 
Religion, Psychopathology, and Well-Being in Children 
Much less research has been done relating religiosity and mental health in young 
children, but the patterns are similar to those for adolescents, including associations with 
lower levels of internalizing and externalizing behaviors and higher levels of happiness 
(Andrews & Marotta, 2005; Britt, 1995; Davis & Epkins, 2009; Jacobs, Miller, 
Wickramaratne, Gameroff, & Weissman, 2012). Holmes and Lochman (2012) examined 
157 African-American children ages 7 to 12 with higher levels of aggression. They 
determined that higher levels of parent church attendance as well as higher levels of child 
intrinsic religiosity, as measured by the Duke Religion Index, were related to lower levels 
of aggression in the children. Holder, Coleman, and Wallace’s (2010) research used a 
modified version of the BMMRS to study 320 children ages 8 to 12 in both public and 
private (religious) schools. The authors found that children’s spirituality/religiosity was 
positively correlated with their reported happiness. Religiosity in children, then, appears 
to follow some of the same patterns as religiosity in adults and adolescents, particularly 
in relation to aggression and happiness. The research, however, is quite limited and needs 




	   	  
Religion as a Resilience Factor in Children 
The evidence suggests that religion has a positive influence on children’s lives. 
Religion can also be a resilience factor in a variety of situations, including in relation to 
such stressors as refugee status, homelessness, psychological distress or mental illness, 
physical illness, being in foster care, daily stressors, and grief (Cotton et al., 2009; 
Jackson et al., 2010; Williams & Lindsey, 2005.) A qualitative study by Ní Raghallaigh 
and Gilligan (2010) highlighted the importance that unaccompanied immigrant minors 
placed on religious coping in managing the stressors related to adjusting to their new 
country. When asked to talk about ways they coped with acculturation-related stressors, 
many cited a variety of factors related to religion, including attending church with other 
immigrants and using religion to create a better life for themselves. Carpenter et al.’s 
(2012) study of 111 religious high school students found that religious coping moderated 
the relation between stress and depressive symptoms. Specifically, negative religious 
coping significantly exacerbated the effects of stress on depressive symptoms in 
adolescents, whereas positive religious coping only marginally buffers the effects of 
stress on depressive symptoms. Another study found that, among female adolescents, 
religious coping moderated the relation between urban stressors and depressive 
symptoms, although these effects disappeared when the social support dimension of 
religious coping was controlled for statistically (Carleton et al., 2008). Other kinds of 
stressors have been addressed in the literature. Cotton et al. (2009) studied the relation 
between religion and health in adolescents. Although the researchers found that religious 
coping was not significantly correlated with changes in health-related quality of life in 
adolescents with sickle cell disease, 35% of adolescents reported praying at least daily for 
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symptom management and 73% reported they sought God’s love and care with regard to 
their illness, indicating that the adolescents still found it an important aspect of their life. 
Van Dyke et al. (2009) found that positive religious coping and daily spiritual 
experiences were both significantly positively correlated with positive affect and life 
satisfaction in urban adolescents ages 11 to 14.  
Religion has also been looked at as a moderating variable between a variety of 
external factors and internal risk factors for the child (Davis & Epkins, 2009; Fowler, 
Ahmed, Tompsett, Jozefowicz-Simbeni, & Toro, 2008; Hair et al., 2008; Pearce, Jones, 
Schwab-Stone, & Ruchkin, 2003). Ahmed, Fowler, and Toro’s (2011) study of 186 urban 
adolescents split religiosity into private religiosity and family religiosity as measured by 
the Multidimensional Religiosity Scale. The authors found that, in adolescents exposed to 
higher levels of risk, greater private religiosity was protective from emotional and 
behavioral problems, whereas greater family religiosity exacerbated emotional problems. 
While this could indicate that parent religiosity is not an adequate proxy for child 
religiosity, this could be a feature of their stage of development. Since adolescents are in 
the process of differentiating themselves from their families, individual factors may have 
more positive influence on resilience (Anderson & Sabatelli, 1990). Also, many more 
studies have indicated that parent religiosity can be a successful proxy for child 
religiosity, which I address later in this paper. In further research on urban adolescents 
exposed to violence, Pearce et al. (2003) found that increased religiosity (measured using 
the public and private religiosity scales from the BMMRS) was associated with a 
decrease in conduct problems. Of particular interest for this study, Davis and Epkins 
(2009) found that religious practices of 11 to 12 year-olds moderated the associations 
	  17 
	  
	   	  
between family conflict and both youths’ anxiety and youths’ depression. The link 
between family conflict and depression and anxiety was significantly stronger for youth 
who were low in their religious practices (Davis & Epkins, 2009). Religion has been 
researched with regards to children and adolescents as a protective factor against 
psychopathology in the presence of a variety of risk factors, ranging from low levels of 
familial support to growing up in dangerous neighborhoods, being born to adolescent 
mothers, experiencing chronic illnesses, and exposure to violence (Ahmed et al., 2011; 
Carothers Bert, 2011; Cotton et al., 2009; Houltberg, Henry, Merten, & Robinson, 2011; 
Huculak, & McLennan, 2010). However, the research presents some conflicting results 
and needs further validation. The literature also barely addresses the impact of religiosity 
on younger children. 
Child Versus Parent Religiosity 
Since young children in particular are primarily exposed to religion within the 
context of their families, parent and family religious influences on young children have 
often been examined (Bader & Desmond, 2006; Goeke-Morey et al., 2013; Hair, Moore, 
Hadley, & Sidorowicz, 2008; Huesmann, Dubow, & Boxer, 2011; Jacobs et al., 2012; 
Kim, McCullough, & Cicchetti, 2009; Lustig et al., 2004; Petts, 2011; Vaaler, 2008). A 
variety of studies have found high correlations between parent religiosity and child 
religiosity, so that studying a parent's religiosity can provide some perspective on the 
child's religiosity as well (Bader & Desmond, 2006; Carothers Bert, 2011; Francis & 
Gibson, 1993; Huesmann et al., 2011; Jacobs et al., 2012; Leonard, Cook, Boyzatis, 
Kimball, & Flanagan, 2013; Okagaki & Bevis, 1999; Schreiber, 2013). Shreiber’s (2013) 
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dissertation, for example, affirmed that caregivers are the primary influence on 
adolescents’ religiosity, suggesting that looking at a caregiver’s religiosity would 
approximate the religiosity of the teenager and his or her environment. In Schreiber’s 
(2013) longitudinal study, religiosity was measured in 660 adolescents by two items: 
frequency of attendance at religious services and by how important the adolescents felt 
that religion was for them. Both measures of religiosity in adolescents were primarily 
influenced by their caregivers’ religiosity. Huesmann et al.’s (2001) 40-year longitudinal 
study of 523 participants took that information one step further. The authors found that 
both grandparents’ religious participation and parents’ religious participation were 
significantly correlated with children’s religious participation, without regard for the age 
of the child. The findings with regard to parents’ influence on the religiosity of their 
children were longitudinal, meaning that the religious participation of a parent when the 
child is 8 years old was significantly correlated with that child’s religious participation at 
age 19 and at age 48. Other research has supported the longitudinal connection between 
parent and child religiosity. Hair et al.’s (2008) study of 4,818 adolescents (ages 12 to 14 
in the first wave) found that parent religious beliefs are positively associated with the 
children’s religious beliefs at age 20 to 22. These studies provide evidence to support that 
parent religiosity has a lasting effect on their children’s own religiosity. Overall, it 
appears that parents’ religiosity correlates significantly positively with child religiosity, 
as parents are the primary source of religiosity for a child. 
Studies have also shown a direct relation between higher levels of parent 
religiosity or the religiosity of the family as a whole and lower levels of psychopathology 
in children (Caputo, 2004; Carothers Bert, 2011; Christian & Barbarin, 2001; Farmer, 
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Sinha, & Gill, 2008; Goeke-Morey et al., 2013; Jacobs et al., 2012; Kim et al., 2009; 
Vaaler, 2008; van der Jagt-Jelsma et al., 2011). Parental religion is related to a variety of 
other family-level factors that could promote the resilience of the child. For example, 
Wolfinger and Wilcox’s (2008) study found that religious participation by fathers, but not 
mothers, was significantly correlated with better familial relationships. In Schreiber’s 
(2013) study of abused adolescents ages 11 to 17, the author found that the religiosity of 
the caregiver after removal from the home and the religiosity of the child were both 
negatively correlated with delinquency in the adolescents. Kim et al. (2009) studied 
families of children age 6 to 12 in order to evaluate the relation between religiosity and 
child adjustment. They found that parents’ frequency of church attendance was 
negatively related to levels of internalizing symptoms among children with low church 
attendance and that parents’ reported importance of faith was negatively related to levels 
of both internalizing and externalizing symptoms among children with low faith. Looking 
at children ranging up to age 5, Petts (2011) found that weekly religious service 
attendance by both parents was associated with lower externalizing behaviors in their 
children. Having parents with strict religious beliefs, however, was associated with 
increased levels of internalizing behavior in children (Petts, 2011). Christian and 
Barbarin (2001), too, found that African-American children of parents who attended 
church at least weekly had fewer behavioral problems than those whose parents attended 
church less often. Huesmann et al. (2011) found that parents’ religious participation was 
not only significantly inversely correlated with their child’s aggression at age 8, but also 
significantly inversely correlated with their grandchild’s aggression 40 years later. This 
association holds even though the grandparents’ religiosity no longer correlates with their 
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own child’s aggression at that later date. A study of families in Northern Ireland found 
that mothers’ religiosity negatively correlated with child conflict, psychological distress, 
and adjustment problems (Goeke-Morey et al., 2013). These studies indicate that parental 
religiosity may indeed be related to children’s psychological adjustment, but the means of 
measuring religiosity are still quite disparate. Further research regarding the impact of 
parent religiosity on children is necessary, but the current research would suggest that 
parent religiosity is an important family-level factor that can influence a child and may be 
seen as a family-level resilience factor in the child’s life. 
The Influence of Risk Factors 
Risk factors of a variety of types have been correlated with increased internalizing 
and externalizing behaviors in children (Fergusson & Horwood, 2006; Werner, 1993). 
Risk can be defined as a threat to the person or a threat to the positive adaptation of the 
child (Masten, 2011). 
Inter-Parental Conflict as a Risk Factor 
One all-too-common risk factor for children is inter-parental conflict (Buehler et 
al., 1998; Gonzales, Pitts, Hill, & Roosa, 2000; Ingoldsby, Shaw, Owens, & Winslow, 
1999; Rhoades, 2008). Interparental conflict has been associated with a range of negative 
outcomes including internalizing and externalizing behaviors and self-esteem problems in 
children (Buehler et al., 1998; Gonzales et al., 2000; Ingoldsby et al., 1999; Rhoades, 
2008). Rhoades (2008) conducted a meta-analysis of 130 studies in order to determine 
how children respond to interparental conflict. The author found that, in children and 
youth ranging in age from 5 to 19, higher levels of interparental conflict was associated 
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with increased maladaptive coping strategies, increased maladaptive cognitions, 
increased negative affect, increased internalizing behaviors, and increased externalizing 
behaviors (Rhoades, 2008). These results are further upheld by reviewing individual 
studies. In a longitudinal study, Ingoldsby et al. (1999) found that 2-year-old boys 
exposed to interparental conflict were significantly more likely to have behavior 
problems both at age 2 and later at age 3.5. These problems included both internalizing 
and externalizing behaviors. Children of all ages are impacted by interparental conflict. 
Buehler et al.’s (1998) study found a significant association between interparental 
conflict and youth problem behaviors, including both externalizing and internalizing 
behaviors, in youth ages 10 to 15. The researchers found that, in particular, parents’ 
hostile ways of managing conflict were more strongly associated with youth problem 
behavior than the existence of conflict per se. These negative influences of interparental 
conflict are not just evident during childhood. Turner and Kopiec (2006) studied 649 
young adults attending college. The researchers found that report of exposure to 
interparental conflict in childhood or adolescence was significantly associated with more 
lifetime depressive episodes, lifetime substance abuse, and current depressive episodes. 
Thus, the research provides evidence that interparental conflict is a risk factor that can 
have a long-lasting impact. 
A limited number of studies have been conducted looking at how religion might 
influence the relation between interparental conflict and adverse psychological outcomes 
for the child (Cox, Kotch, & Everson, 2003; Davis & Epkins, 2009). Davis and Epkins' 
(2009) study is the most relevant to the current study. The researchers evaluated whether 
the private religious practices of children ages 11 and 12 moderated the relation between 
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family conflict and the children's depressive and anxiety symptoms. They found that the 
children's private religious practices moderated the relation between family conflict and 
both depressive and anxiety symptoms. Private religious practices, then, may protect a 
child against depression and anxiety when they are the sequelae of family conflict. The 
Cox et al. (2003) study attempted to determine whether a variety of potential factors 
modified the relation between intimate partner violence, which could be considered an 
extreme form of interparental conflict, and child maltreatment. They found that, among 
other factors, maternal religious attendance moderated the relation between intimate 
partner violence and child maltreatment such that women who were abused, but attended 
religious services frequently were less likely to abuse their children than abused women 
who seldom attended religious services. Thus, there is some evidence to suggest that 
religion can act as a moderating variable between a family-level stressor such as 









Statement of the Problem 
The current literature provides moderate evidence that religiosity (whether that of 
the family, parent, or child) can moderate the relation between life stressors, such as 
interparental conflict, and negative psychological outcomes for adolescents. However, 
there is little research investigating whether this pattern also holds true for children at 
younger ages. In an effort to investigate this question, the current study examined the 
influence of parents’ religiosity on the relation between interparental conflict and child 
psychopathology. In particular, I hypothesized that parental religiosity would moderate 
the relation between interparental conflict and children’s internalizing and externalizing 
behavior, while controlling for family distress. I controlled for family distress because 
some aspects of parental religiosity might be related to family distress. Frequency of 
church attendance, for example, would likely be related to family cohesion since a family 
with low cohesion would likely have difficulty getting organized to leave for church 
every week. I also looked at whether this hypothesized moderated relation exists across 





	   	  
Hypothesis 
Parental religiosity moderates the relation between interparental conflict and 
children’s internalizing and externalizing behavior, controlling for family distress, such 




I recruited parent participants via craigslist.org, by contacting religious 
institutions, by poster advertisements, by social media, and by word of mouth. I also 
recruited parent participants via the staff and student listservs at Illinois State University. 
Participants reported on their own religiosity, conflict with their spouse or partner, and 
their children's internalizing and externalizing behaviors. I attempted to over-sample 
parents who belong to U.S. minority religions in order to include members of multiple 
religions. I recruited 219 parents who belong to one of the five most common religions in 
the United States or who are unaffiliated, which resulted in 200 participants identifying as 
either Christian, Jewish, Buddhist, Muslim, Hindu, or unaffiliated (Pew Forum on 
Religion & Public Life, 2008). Eligible parents were those with a child aged 5 to 11 years 
inclusive, living in the United States, who were living with a spouse or partner, which I 
defined as a significant other with whom they had been living for at least 6 months 
regardless of the sex, gender, or sexual orientation of the significant other. Parents with 




	   	  
A total of 1,337 people clicked on the link leading to the survey. Of those, 635 
people consented. Of those, three were removed due to having a child who did not meet 
the age criteria for the study and one was removed due to being polyamorous and thus not 
having a spouse or partner who met criteria for the study. 
Not all consenting participants completed all of the measures. Of the total, 219 
participants completed the BMMRS, measuring religiosity. Of those, 13 (5.93%) 
identified as Buddhist, 160 (73.06%) as Christian, 3 as Hindu (1.37%), 14 as Jewish 
(6.39%), 6 as Muslim (2.74%), 15 as not affiliated with any religion (6.85%), and 8 as 
“other” (3.65%). (Totals do not add up to 100% because participants could choose to 
identify as a member of more than one religion.) Of those reporting an “other” religion, 4 
identified as Unitarian Universalist with no other religion having more than one adherent. 
Total number of participants in each religion who completed each measure (as well as 
means and standard deviations) are indicated in Table 1. Compared to national data, the 
sample for this study includes an over-sampling of Buddhists, Hindus, Jews, and 
Muslims, but an under-sampling of those who selected “not affiliated.”	   
Of those respondents who completed the demographic questionnaire, 39 (19.80%) 
identified as male and 158 (80.20%) as female. The reported genders of their children 
were more evenly split with 92 respondents identifying the target child as male (47.42%) 
and 102 as female (52.58%). Respondents’ gender and their sexual orientations are 
shown in Table 2. Regarding the race and ethnicity of our respondents, 13 (6.91%) 
identified as Hispanic/Latino(a), 12 (6.19%) identified as Asian/Asian-American, 13 
(6.70%) identified as Black/African-American, 5 (2.58%) identified as Native 
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American/Indian, 163 (84.02%) identified as White/Caucasian, and 6 (3.09%) identified 
as “other.” (Totals do not add up to 100% because participants could choose to identify as 
a member of more than one race and/or ethnicity.) Participants’ ages ranged from 23 to 
72 years (M=39.40, s=7.37). Children’s ages ranged from 5 to 12 years (M= 8.37, 
s=1.99). Participants reported that 164 are married to their partner, 3 have a civil union, 5 
have a domestic partnership, and 22 are living together. Partners’ ages ranged from 21 to 
70 years (M=40.48, s=7.95).  
Table 1 
Measures by Religious Affiliation 
 Buddhist Christian Hindu Jewish Muslim Unaffiliated Other 
CPS        
  Mean 8.10 7.40 8.75 8.00 5.86 8.38 8.86 
  SD 2.13 3.31 3.40 2.27 2.48 2.99 2.54 
  n 10 146 4 13 7 16 7 
BMMRS*        
  Mean 86.15 74.79 71.67 84.36 53.00 113.07 81.50 
  SD 13.02 16.69 14.84 17.43 10.99 006.88 22.82 
  n 13 160 3 14 6 15 8 
PSC-Int        
  Mean 6.40 5.60 5.67 4.45 6.43 5.38 6.67 
  SD 7.29 5.44 2.52 2.73 3.95 4.98 7.23 
  n 10 141 3 11 7 16 6 
PSC-Ext        
  Mean 5.67 4.00 8.00 4.67 3.50 4.33 5.57 
  SD 5.98 3.65 4.55 2.19 2.51 4.45 4.54 
  n 9 140 4 12 6 15 7 
GFF        
  Mean 20.57 19.65 25.25 20.00 19.71 18.33 24.75 
      (Table Continues) 
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  SD 06.20 06.46 08.58 03.42 03.86 06.70 11.44 
  n 14 173 4 15 7 18 8 
Note that a higher score on the BMMRS is indicative of lower religiosity. 
 
Table 2 
Participants’ Gender and Sexual Orientation 
 Bisexual/ Pansexual Gay/lesbian Straight Queer 
Male 2 2 38 0 
Female 9 8 137 0 
 
Measures 
All questionnaires were available for completion online. They included 
demographic questions about the parents and the child regarding race, age, sexual 
orientation, income, gender, religion, education level, and the parent’s involvement in the 
child’s life. Parent involvement was operationalized by two questions, both on a 7-point 
Likert scale. Demographic questions in the survey were clearly labeled as to whether they 
referenced the participant, the participant’s partner, or the participant’s child. 
Demographic questions were reserved for the end of the survey in order to avoid inducing 
stereotype threat (Steele & Aronson, 1995). Otherwise, the order of questionnaires was 
offered in two different versions. The first version started with the religiosity measure, 
followed by the family distress measure, then the measure for interparental conflict, and 
then the child behavior measure. The second version reversed the order of the first. Since 
the religiosity questionnaire in particular had the potential induce stereotype threat or 
increase a social desirability responding style, these two orders were compared in 
exploratory analyses of the data.  
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Religiosity measure. Religiosity is often measured in religious service 
attendance, which may indeed be a useful proxy for Christians, but may not be useful in 
religions that differently emphasize worship attendance (Bagby, Perl, & Froehle, 2001; 
Sayeed, 2001; Slade, 2015). In order to use a measure that better captured the religiosity 
of many different groups, I measured parents’ reports of their own religiosity using the 
Fetzer Institute's (1999) Brief Multidimensional Measure of Religiousness/Spirituality. 
The Brief Multidimensional Measure of Religiousness/Spirituality (BMMRS) was 
developed as part of a large collaboration of scholars looking to measure the various 
dimensions in religiosity and spirituality in one instrument (King & Crowther, 2004). 
Many of the subscales were originally designed to be independent measures, but were 
formatted to fit into the BMMRS in order to develop a more complete measure of 
religiosity (King & Crowther, 2004). The BMMRS is relatively brief and easy to 
administer online. It has also been used with a wide variety of races and ethnicities cross-
nationally (Mokuau, Hishinuma, & Nishimura, 2001; Shahabi et al., 2002; Thomas & 
Freeman, 2011; Yoon & Lee, 2004). It is a 38-item measure with a 7-point Likert-type 
rating scale. A lower score is indicative of higher religiosity. A sample question is, “How 
often do you pray privately in places other than at a church or synagogue?” with 1 
indicating more than once a day and 8 indicating never. Items were originally placed into 
one of eight subscales: Daily Spiritual Experiences, Meaning, Values/Beliefs, 
Forgiveness, Spiritual Coping, Private Religious Practices, Organizational Religiousness, 
and Religious Support (Johnstone, McCormack, Yoon, & Smith, 2012). In order to assess 
validity, these subscales were compared to the Mysticism, Transpersonal Identification, 
and Self-Forgetfulness subscales of the Temperament and Character Inventory in a 
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sample of college students (Johnstone, Yoon, Franklin, Schopp, & Hinkebein, 2009). All 
BMMRS Spirituality subscales (Daily Spiritual Experiences, Meaning, Values/Beliefs, 
Forgiveness, and Spiritual Coping) as well as the Organizational Religiousness subscale 
were significantly correlated with the TCI Mysticism Scale (Johnstone et al., 2012). 
Daily Spiritual Experiences and Values/Beliefs were significantly correlated with the TCI 
Transpersonal Identification subscale. These results support the concurrent validity of the 
BMMRS. In a national study, the BMMRS subscales (constructed slightly differently) all 
correlated highly significantly with self-reported religiosity and spirituality (Shahabi et 
al., 2002). Because many of the subscales started out as independent measures, the Daily 
Spiritual Experiences subscale of the BMMRS has been evaluated separately from the 
entire BMMRS (Underwood & Teresi, 2002). The internal consistency reliability of the 
Daily Spiritual Experiences subscale was estimated with Cronbach's α at .95, which is 
quite high, with samples from a variety of populations including students at a religious 
university, female patients at an urban hospital, and arthritis patients at a rural hospital 
(Underwood & Teresi, 2002). With regards to validity, the DSES was significantly 
positively correlated with Scheirer’s Optimism Scale and Berkman’s Scale of Perceived 
Social Support at the level of p < .01 with those samples (Underwood & Teresi, 2002). In 
a study conducted with a racially and religiously diverse sample, it was found that 
respondents reporting no religion indicated the least frequent daily experience of the 
divine (Underwood & Teresi, 2002). Thus, overall, the BMMRS can be said to have good 
reliability and validity in the contexts in which it has been studied.  The BMMRS can be 
scored many different ways, all of which come up with a total score, but none of which 
use all of the items. I administered all the items, but used Idler et al.’s (2003) choice of 
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items, which was used in the national General Social Survey, to conduct analyses. Other 
versions were also analyzed in order to determine if there was a significant difference 
between the versions. 
Interparental conflict measure. I measured interparental conflict using the 
frequency/severity subscale from the Conflicts and Problem-Solving Scale (CPS; Kerig, 
1996). The Conflicts and Problem-Solving Scale was designed specifically to evaluate 
the effect of interparental conflict on children, rather than the influence conflict has on 
the marital relationship (Kerig, 1996). I used the Frequency/Severity subscale score of the 
CPS, which measures the overall severity of the conflicts between couples as well as the 
frequency of the conflicts. The internal consistency for the frequency/severity subscale on 
the CPS was .75 with that sample (Kerig, 1996).  
Child behavior measure. I measured child internalizing and externalizing 
behavior using the Pediatric Symptom Checklist, in particular focusing on the 
internalizing and externalizing factors found using principal component analysis (PSC; 
Jellinek, Murphy, Robinson, Feins, Lamb, & Fenton, 1988; Reed-Knight, Hayutin, 
Lewis, & Blount, 2011). The Pediatric Symptom Checklist was designed primarily to 
assess children’s behavioral, emotional, and social functioning in a brief way in order to 
be used in a pediatrician’s office to determine if a child and his or her family should be 
referred for psychological services (Murphy & Jellinek, 1988). It has demonstrated good 
validity when compared to the much longer Child Behavior Checklist (CBCL), 
considered a standard in the field (Simonian & Tarnowski, 2001). It is a more feasible 
measure in the current study considering its brevity and its ability to be administered 
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online. The PSC has 35 questions parents answer about their child on a 3-point Likert 
scale where 1 indicates never, 2 indicates sometimes and 3 indicates often (Jellinek et al., 
1988). One example item is, “Blames others for his or her troubles” (Murphy & Jellinek, 
1988). Although the questions are not divided into scales such as the CBCL’s 
internalizing and externalizing scales, using principal component analysis researchers 
have found that the questions can be divided into three factors: internalizing symptoms, 
externalizing symptoms, and attention symptoms, which include all 35 items (Reed-
Knight, Hayutin, Lewis, & Blount, 2011). One study looked at the validity of the PSC by 
comparing the results of 48 children’s PSCs to their results on the Diagnostic Interview 
for Children and Adolescents (Jellinek et al., 1988). They found that the PSC has a 
specificity of .68 and a sensitivity of .95 with their sample, meaning the PSC correctly 
identified 95% of those interviewed with a psychiatric illness and correctly identified 
68% of those the interviewers thought were healthy.  In regards to concurrent validity, 
Murphy and Jellinek (1985) compared PSC scores to clinician ratings based on the 
Garmezy Child Interview and found that the two measures agreed 79% of the time 
overall. When evaluating reliability, the study authors split their sample of predominantly 
low-income children into those who belonged to a racial or ethnic minority and non-
minority children. They found that the Pearson r = .91 for minority children and r = .88 
for non-minority children. Thus, the PSC appears to have good reliability and validity in 
these contexts. 
Family distress measure. I looked at family distress, in order to determine that 
our results are due to religiosity and not confounded by a latent variable of family 
distress. Family distress was measured using the General Family Functioning scale of the 
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Family Assessment Device (FAD; Epstein, Baldwin, & Bishop, 1983). The FAD is a 60-
item measure based on the McMaster Model of Family Functioning that assesses six 
different dimensions of family functioning and distress: problem solving, 
communication, roles, affective responsiveness, affective involvement, and behavior 
control (Epstein et al., 1983). These six dimensions form six of the seven scales with a 
final scale measuring general family function, or the overall health of the family with 
higher scores representing more family distress (Epstein et al., 1983). Cronbach’s α for 
the subscales ranged from .72 to .92 in a preliminary assessment of the measure with 503 
individuals, suggesting good internal consistency. In assessing validity, Epstein et al. 
found that the FAD correctly predicted the clinical status of 64% of those individuals 
whose families presented with clinical concerns and 67% of those individuals from 
families that did not present with clinical concerns in that sample. Their sample included 
inpatients in a psychiatric hospital, patients in a medical hospital, and students in an 
introductory psychology class. In a later study, researchers found that all but one subscale 
had acceptable Cronbach’s α, .70 in large samples of nonclinical, psychiatric, and 
medical samples (Kabacoff, Miller, Bishop, Epstein, & Keitner, 1990). The sole subscale 
that was not acceptable was the roles subscale, which had marginal reliability for the 
psychiatric and medical samples at α = .69, but much lower reliability in the nonclinical 
sample at α = .57, which suggest that, while the other scales may be considered to have 
good reliability, much more caution should be used with the roles scale (Kabacoff et al., 
1990). In the current study, I used only the 12-item general functioning scale in the 
interest of brevity. A sample item is, “Planning family activities is difficult because we 
misunderstand each other” (Epstein et al., 1983). The respondents rate the items from 1 
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(strongly disagree) to 4 (strongly agree) (Epstein et al., 1983). The general functioning 
scale has very good internal consistency within the mixed sample of Epstein et al.’s 
(1983) study, as demonstrated by a Cronbach’s α of .92.  
Procedure 
Recruited participants were consented online and asked to confirm that they were 
eligible to participate. Participants then were asked to complete questionnaires including 
demographic questions and surveys regarding parent religiosity, inter-parental conflict, 
child behavior, and family distress. The surveys were available through Select Survey. 
The results were stored in a spreadsheet only accessible by a password-protected account. 
Participants who completed the study were entitled to enter a raffle and were given a link 
to a separate webpage that asked participants to enter in their email. The email addresses 
were stored separately from the results and were only used to contact those participants 
who won the raffle. Six $20 gift certificates to Amazon.com were included in the raffle, 
for a total of $120. 
Design 
In order to examine how interparental conflict and religiosity are linked with child 
internalizing and externalizing behaviors, I used two moderated multiple regression 
analyses to test the interactions between two continuous variables as a predictor of 
children’s outcomes. I conducted separate analyses for child internalizing behaviors and 
externalizing behaviors (Aiken & West, 1991). Hypothesis testing focused on the entire 
sample. These analyses allowed me to examine whether parent religiosity serves as a 
moderator of the relation between interparental conflict and children’s internalizing and 
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externalizing behaviors. Although adequately large sample sizes were not obtained for 
the remaining four religious groups (i.e., Hindus, Muslims, Jews, Buddhists, and those 
unaffiliated), religious group (that is, Christian versus non-Christian religion) was 
examined as a covariate. The relation of various demographic variables to the study 










ANALYSIS OF THE DATA 
Results 
Before testing hypotheses, I conducted preliminary analyses to examine several 
aspects of the data. These preliminary analyses included correlations, calculating 
reliability for each measure, and comparisons on each measure between the different 
subgroups. Correlations are shown in Table 3. 
Table 3 
Intercorrelations Among Religiosity, Interparental Conflict, Family Distress, and 
Children’s Internalizing and Externalizing Behaviors 
Measure 1 2 3 4 5 
1. Religiosity ─     
2. Frequency/Severity of Conflict 0.23* ─    
3. Family Distress 0.00 0.44* ─   
4. Child Internalizing Behaviors −0.06 0.21* 0.41* ─  
5. Child Externalizing Behaviors −0.01 0.20* 0.41* 0.80* ─ 
* p<.001      
 
Measure Reliability 
Cronbach’s alpha was calculated for the various measures in order to determine 
the reliability of the measures selected and also to determine whether one version of the 
BMMRS is more reliable than others. The child internalizing behaviors subscale of the 
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PSC appeared to have good internal consistency in this study, α = 0.87. The child 
externalizing subscale of the PSC appeared to have good internal consistency, α = 0.83. 
(Although not a primary variable of interest, it is worth noting that the entire PSC also 
had very good internal consistency, α = 0.93.) The frequency/severity measure of 
interparental conflict had decent internal consistency, α = 0.69. Family distress had very 
good internal consistency, α = 0.92. 
With regards to the Brief Multi-dimensional Measure of 
Religiousness/Spirituality, there was some question on which version to use. The Fetzer 
Institute (1999) does not provide a way to calculate overall religiosity; it only provides 
calculations for each separate scale. Probably the most frequently cited use of the 
BMMRS is that of Idler et al. (2003), which previously showed reliability in a national 
sample. Idler et al.’s version of the BMMRS had good internal consistency, α = 0.88. 
Other versions were also analyzed in order to determine if a better measure of religiosity 
might be obtained.  Rippentrop, Altmaier, Chen, Found, and Keffala’s (2005) version 
was also found to have good internal consistency, α = 0.88. At α = 0.87 June, Segal, 
Coolidge, & Klebe’s (2009) version had good internal consistency. Dew et al.’s (2010) 
version had good internal consistency, α = 0.87. At α = 0.72, Tartaro, Luecken, & Gunn 
(2005) reported the lowest alpha, but still had good internal consistency. Since none of 
these versions drastically improved upon Idler et al.’s choice of items, those were the 





	   	  
Sub-Group Comparisons 
Independent samples t-tests were conducted in order to determine whether there 
was significant differences between various groups on the measures of interest. There 
was no evidence that those who completed different versions (with different orders) 
differed significantly on Frequency of Conflict Weighted for Severity, on Religiosity, on 
Family distress, on Child Internalizing Behaviors, or on Child Externalizing Behaviors. 
White/Caucasian respondents versus non-white/Caucasian respondents did not report 
significant differences for any variables of interest. Participants where one or more parent 
was non-straight did not report significant differences for those where both parents were 
straight. Male respondents versus female respondents did not report significant 
differences in the variables of interest except that for Child Externalizing Behaviors there 
was a significant effect for gender, t(187) = 2.86, p = .005, with men reporting more 
externalizing symptoms in their children than women. Interestingly, participants 
reporting on female children versus those reporting on male children showed no 
significant differences on any of the variables of interest, including child externalizing 
and child internalizing behaviors, in which one might expect differences (Crijnen, 
Achenbach, & Verhulst, 1997). Christians as compared to respondents of other religious 
groups (excluding those who reported not being affiliated with any religion) showed no 
differences on variables of interest. Those who reported no religious affiliation differed 
significantly from those who did report a religious affiliation on the measure of 
religiosity, as expected, t(29.48) = −17.50, p < .001, but on no other measures. Different 
recruitment sources (whether recruited from Illinois State University’s listserv or not) 
demonstrated no significant differences on the variables of interest.  
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Hypothesis Testing 
After conducting preliminary analyses, I tested the following hypothesis: Parental 
religiosity moderates the relation between interparental conflict and children’s 
internalizing and externalizing behavior, such that increased religiosity leads to decreased 
internalizing and externalizing behavior. Note that I did not control for family distress in 
this analysis because it was significantly correlated with both the predictor and criterion 
variables. That is, family distress is essentially the combination of how poorly the 
parental unit is functioning and how poorly the children are functioning. To gain a clearer 
understanding of the relations among the variables of interest, I initially conducted 
analyses without family distress as a predictor. I then conducted exploratory analyses 
with family distress included as a predictor and allowed this variable to interact with 
others in the model.  
For the purposes of hypothesis testing, four variables were created. First, I created 
a sum for interparental conflict using the 2 items that formed the Frequency/Severity 
scale on the Conflicts and Problem-Solving Scale as directed in instructions provided by 
the author (Kerig, 1996). Then, I created a variable for religiosity based on Idler et al.’s 
(2003) selection of items. (Other versions of the religiosity scale were tested and were not 
found to be significantly different from Idler et al. (2003). Since the Idler et al. version 
demonstrated high reliability with previous samples, as reported earlier, and was tested 
on a large sample of people, Idler et al. was selected. Items in each version of the 
BMMRS, including Idler et al. (2003) are included in Table 4. All items were coded as 
numbered on the BMMRS, except those that were reverse coded, which is indicated in 
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Table 3, and those which were yes-no questions (Fetzer Institute, 1999). Yes-no 
questions were coded 0 for no and 1 for yes as instructed (Dew et al., 2010; June, Segal, 
Coolidge,  & Klebe, 2009; Idler et al., 2003). Items were totaled in order to come up with 
a total religiosity score (Idler et al., 2003).  Next, I created a variable for child 
internalizing behavior. Using the internalizing items found using principal component 
analysis in Reed-Knight et al. (2011), I totaled the following items to form my 
internalizing variable: 1, 2, 3, 10, 11, 13, 15, 17, 18, 19, 20, 21, 22, 23, 24, 27, and 30. I 
followed the same procedure in order to identify variables for the externalizing variable 
and used the following items: 5, 12, 16, 25, 26, 29, 31, 32, 33, 34, and 35. Finally, I 
created a sum of family distress, using all of the items on the general family functioning 
scale of the Family Assessment Device. 
Table 4 
Items Used in the Scoring of Religiosity 
 Idler et al. (2003) 
Dew et al. 
(2010) 
June et al. 
(2009) 
Rippentrop et al. 
(2005) 
Tartaro et al 
(2005) 
Daily Spiritual 
Experiences Scale      
    Item 1 • • • •  
    Item 2 • • • •  
    Item 3 • • • •  
    Item 4 • • • •  
    Item 5 • • • •  
    Item 6 • • • •  
Values/Beliefs      
    Item 7 •  • •  
    Item 8 •  • •  
Forgiveness     
   (Table Continues) 
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 Idler et al. (2003) 
Dew et al. 
(2010) 
June et al. 
(2009) 
Rippentrop et al. 
(2005) 
Tartaro et al 
(2005) 
    Item 9 • • • • • 
    Item 10 • • • • • 
    Item 11 • • • • • 
Private Religious 
Practices     
    Item 12 • • • • • 
    Item 13 • • • • • 
    Item 14      
    Item 15 • • • • • 
    Item 16      
Religious and Spiritual 
Coping      
    Item 17 • • • •  
    Item 18 • • • •  
    Item 19 • • • •  
    Item 20 • • • •  
    Item 21* • • • •  
    Item 22* • • • •  
    Item 23      
Religious Support      
    Item 24 • • • •  
    Item 25 • • • •  
    Item 26* • • • •  
    Item 27* • • • •  
Religious/ Spiritual 
History      
    Item 28 • • •   
    Item 29  • •   
    Item 30  • •   
Commitment      
    Item 31 • • •   
    Item 32      
    Item 33   (Table Continues) 
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 Idler et al. (2003) 
Dew et al. 
(2010) 
June et al. 
(2009) 
Rippentrop et al. 
(2005) 
Tartaro et al 
(2005) 
Organizational 
Religiousness     
    Item 34 • • • • • 
    Item 35 • • • • • 
Overall Self-Ranking     
    Item 37 • •  •  
    Item 38 • •  •  
Appendix-Meaning      
Appendix 1   •   
Appendix 2   •   
*Items were reverse coded. 
**Item 36 was not included in the total score because this question asked participants what 
religious denomination they identified with. 
To test the first hypothesis regarding children’s internalizing behavior, I 
conducted a cross-product multiple regression analysis. When standardized scores for 
religiosity, interparental conflict, and the interaction term were included as predictors, 
there was no evidence of a significant interaction, as shown in Table 5. When the 
interaction term was removed, interparental conflict emerged as a significant predictor; 
however, there was no evidence that religiosity predicted children’s internalizing 
behavior.  
Table 5 
Results for Testing the Internalizing Hypothesis 
Variables 𝛽 𝜎! t 
Frequency/Severity of Conflict .27* .08 3.30 
Religiosity −.14 .08 −1.69 




	   	  
To test the second hypothesis regarding children’s externalizing behavior, I 
conducted a cross-product multiple regression analysis. When standardized scores for 
religiosity, interparental conflict, and the interaction term were included as predictors, 
there was no evidence of a significant interaction, as shown in Table 6. When the 
interaction term was removed, interparental conflict again emerged as a significant 
predictor; however, there was no evidence that religiosity predicted children’s 
externalizing behavior.  
Table 6 
Results for Testing the Externalizing Hypothesis 
Variables 𝛽 𝜎! 𝑡 
Frequency/Severity of Conflict .26* .08 3.09 
Religiosity −.06 .08 −0.78 
Frequency/Severity of Conflict × Religiosity −.05 .09 −0.54 
*p<.01 
Exploratory Analyses 
I also conducted exploratory analyses with family distress included as a predictor. 
I conducted a multivariate multiple regression analysis (similar to a MANOVA but with 
continuous predictors) using standardized scores for family distress, religiosity, 
interparental conflict, the two-way interaction terms, and the three-way interaction as 
predictors for children’s internalizing and externalizing behaviors, there was no evidence 
of a significant three-way interaction. When the three-way interaction was removed, two 
significant two-way interactions emerged between interparental conflict and family 
distress (Pillai’s Trace = .04, F(2, 161) = 3.41, p = .04) and between religiosity and 
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family distress (Pillai’s Trace = .06, F(2, 161) = 5.44, p = .01); however, there was no 
evidence of a significant interaction between interparental conflict and religiosity 
(Pillai’s Trace = .01, F(2, 161) = 0.92, p = .40).  
In order to further explore these results, I conducted a cross-product multiple 
regression analysis each for internalizing and externalizing behaviors. When standardized 
scores for family distress, religiosity, interparental conflict, the two-way interaction 
terms, and the three-way interaction were included as predictors of children’s 
internalizing behavior, no significant three-way interaction emerged. See Table 7. When 
standardized scores for family distress, religiosity, interparental conflict, the two-way 
interaction terms, and the three-way interaction were included as predictors of children’s 
externalizing behavior, a marginally significant three-way interaction emerged. See table 
8. Follow-up simple slopes analyses revealed that at low partner conflict (that is, one 
standard deviation below the mean) and low family distress, religiosity was not a 
significant predictor for either internalizing or externalizing behaviors. At low partner 
conflict and high family distress (that is, one standard deviation above the mean), 
religiosity was a significant predictor of internalizing behavior (p = .01), but not of 
externalizing behavior. At high partner conflict and low family distress, there was no 
evidence that religiosity was a significant predictor of internalizing or externalizing 
behavior. At high partner conflict and high family distress, religiosity was a significant 
predictor of internalizing behavior (p < .001) and externalizing behavior (p = .04). At 
mean partner conflict and high family distress, religiosity was a significant predictor of 
both internalizing behavior (p < .001) and externalizing behavior (p = .03). At mean 
partner conflict and low family distress, there was no evidence that religiosity was a 
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significant predictor of either internalizing or externalizing behavior. Figure 1 shows the 
relations for children’s internalizing behaviors and Figure 2 shows the relations for 
externalizing behaviors. 
Table 7 
Exploratory Results for Internalizing Behaviors 
 𝑏 𝜎! 𝑡 
Frequency/Severity of Partner Conflict 0.07 0.08 0.87 
Family Distress 0.36* 0.08 4.30 
Religiosity 0.15* 0.07 2.15 
Partner Conflict × Family Distress 0.31* 0.08 4.03 
Partner Conflict × Religiosity −0.02 0.09 −0.25 
Family Distress × Religiosity 0.32* 0.10 3.35 
Partner Conflict × Family Distress × 
Religiosity −0.06 0.08 −0.75 
*p<.05    
 
Table 8 
Exploratory Results for Externalizing Behaviors 
  𝑏 𝜎! 𝑡 
Frequency/Severity of Partner Conflict 0.08 0.09 0.97 
Family Distress 0.35* 0.09 3.97 
Religiosity 0.08 0.07 1.05 
Partner Conflict × Family Distress 0.15† 0.08 1.84 
Partner Conflict × Religiosity −0.02 0.09 −0.19 
Family Distress × Religiosity 0.21* 0.10 2.10 
Partner Conflict × Family Distress × 
Religiosity 0.16† 0.08 0.05 




	   	  




















Figure 2. Externalizing Exploratory Results. 
Due to low numbers of participants in each religious group (see Table 1), I was 
unable to conduct analyses separately for each individual religion. I was, however, able to 
conduct the analyses on the subset of Christians in the sample. Since Christians were the 
predominant group in my sample and much of the extant literature is based on Christian 
populations, I also conducted similar analyses solely on the Christian sample (n=128). 
When standardized scores for religiosity, interparental conflict, and the interaction term 
were included as predictors for internalizing behaviors, a marginally significant 
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interaction emerged (β = −.19, t(124) = −1.81, p = .072). See Table 9. A similar trend was 
seen when standardized scores for religiosity, interparental conflict, and the interaction 
term were included as predictors for externalizing behaviors, but there was no evidence 
of a significant interaction, as shown in Table 10. When the interaction term was 
removed, interparental conflict again emerged as a significant predictor; however, there 
was no evidence that religiosity predicted children’s externalizing behavior.  
Table 9 
Christian Subsample Analyses for Internalizing Behaviors 
Variables 𝛽 𝜎! t 
Frequency/Severity of Interparental 
Conflict .22* .09 2.46 
Religiosity −.14 .11 −1.33 
Interparental Conflict × Religiosity −.19† .10 −1.81 
*p<.05; †p<.10 
Table 10 
Christian Subsample Analyses for Externalizing Behaviors 
Variables 𝛽 𝜎! t 
Frequency/Severity of Interparental Conflict .18* .09 2.05 
Religiosity −.09 .10 −0.90 








SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
Summary of the Research Problem, Methods, and Findings 
The goal of this study was to test the hypothesis that parental religiosity 
moderates the relation between interparental conflict and children’s internalizing 
behaviors and that parental religiosity also moderates the relation between interparental 
conflict and children's externalizing behaviors, controlling for family distress. It was 
expected that increased religiosity would be associated with decreased internalizing and 
externalizing behavior. I also intended to explore how these results did or did not differ 
across different religious groups. There was insufficient evidence for either model to be 
determined to be significant. 
Exploratory analysis yielded interesting information. When family distress was 
included as a predictor, religiosity was a significant predictor for internalizing and 
externalizing behaviors at high levels of family distress, such that higher levels of 
religiosity were actually associated with higher levels of internalizing and externalizing 
behaviors. The findings were more pronounced for internalizing behaviors than for 
externalizing behaviors. Sample sizes were not large enough in groups besides Christians 
to determine if the hypotheses held were supported within each other religious group. 
However, I conducted cross-product multiple regression analysis on just the Christian 
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sample in order to test the hypotheses within this sample. There was evidence for a 
marginally significant interaction in the internalizing model, but no evidence for a 
significant interaction in the externalizing model. 
Implications 
Although there was no evidence in this study to suggest that parent religiosity acts 
as a resilience factor, there was evidence that, at high levels of family distress, parent 
religiosity might be a risk factor for internalizing and externalizing behaviors. This seems 
to contradict most of the current literature regarding religiosity. However, one key 
difference between my research and the literature is that I am looking at children under 
the age of 12. Nearly all extant studies look at the influence of individual religiosity an 
adults or older children. Those that do look at the influence of parent religiosity do so 
primarily on older children as well (e.g. Schreiber 2013). It may be that individual 
religiosity would be a resilience factor for children, if we were better able to measure the 
religiosity of young children.  
There has been some, but minimal research in the literature to suggest that some 
aspects of parental religiosity may be related to increased internalizing or externalizing 
behaviors, particularly in younger children. Although Petts (2011) found that weekly 
religious service attendance by both parents was associated with lower externalizing 
behaviors in their children under age 6, the study found that having parents with strict 
religious beliefs, was actually associated with higher levels of internalizing behavior in 
children. The study measured “strict religious beliefs” by evaluating the parent’s 
adherence to one particular religious tenet that they deemed central to that particular 
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faith. For example, if Protestants believed that the Bible should be taken literally or if 
Catholics believed that the Eucharist was the literal body and blood of Jesus Christ (Petts, 
2011). Although this measure of religiosity, the BMMRS, is not attempting to measure 
strictness of religious belief, it is possible that parent attendance at religious services 
might be associated with resilience, whereas parent religion measured more broadly 
(whether by strictness of belief as in Petts or multi-dimensionally as in the BMMRS) 
might be associated with risk.  
It is also possible that religiosity is not a risk factor in and of itself, but it is 
correlated with a risk factor. Another explanation could be presented that parent 
religiosity increases in response to family distress, as do children’s internalizing and 
externalizing behavior. Indeed, many adults report using religion to cope with stressful 
situations (e.g. Pargament, Tarakeshwar, Ellison, & Wulff, 2001; Rammohan, Rao, & 
Subbakrishna, 2002). Thus, it is possible that the higher religiosity in families with higher 
distress indicates the use of religion as a means of coping rather than religiosity causing 
increased difficulties. 
Another possibility is that a larger sample size including more participants of 
other religious groups besides Christianity may be necessary in order to have sufficient 
power to demonstrate significant evidence for the hypothesized models. This possibility 
would be consistent with the many studies that have found that religiosity functions as a 
moderator between family-level risk factors and individual behavioral outcomes (e.g. 
Davis & Epkins, 2009; Fowler, Ahmed, Tompsett, Jozefowicz-Simbeni, & Toro, 2008; 
Hair et al., 2008; Wills et al., 2003). Respondents were not representative of the U.S. 
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population, with regard to religious group. Buddhists, Hindus, Jews, and Muslims were 
oversampled, whereas those unaffiliated with any religion were undersampled. It's 
possible that undersampling those unaffiliated meant that the sample as a whole was 
more religious than the general population. If this were the case, perhaps capturing a 
broader degree of religiosity, combined with simply a larger sample size, would provide 
sufficient power.  
Although this study did not find sufficient evidence to support the hypothesis, it 
does add information to the literature. I am unaware of any studies regarding parental 
religion as a moderating factor in children as young as five. Few studies consider the 
religious environment of young children. Since this study has indicated evidence to 
support the fact that, at high levels of family distress, religiosity could be related to 
increased childhood internalizing and externalizing behaviors, it has provided evidence to 
suggest the importance of considering a child's religious environment. 
This research also suggests that a family's religious environment could provide 
important clinical information for therapists of young children. This research provides 
evidence to suggest that practitioners should ask about the child’s religious environment 
in the assessment of even very young children seeking mental health services. In families 
with significant distress, practitioners might tentatively consider parent religiosity as a 
risk factor for higher internalizing or externalizing behaviors. Further research is needed 
in order for practitioners to be able to draw firmer conclusions, but this research supports 




	   	  
Limitations 
Even though this study provided important insight into a number of different 
questions, there were a few noteworthy limitations. First and foremost, the study sample 
was primarily white and Christian. Second (and related), the study was based on a 
convenience sample and is self-selected, which could introduce biases, such as a sample 
that is more religious than the population. Another limitation is that all data was only 
obtained from one informant. Although partners have been shown to correlate strongly on 
the measure of interparental conflict, both partners' perspectives on the interparental 
conflict would have been useful information (Kerig, 1996). Further, parents' religiosity 
and religion can often be very different and this would not be reflected in the current data 
(Murphy, 2015). What's more, the data from this study indicated that fathers were more 
likely to report externalizing behaviors in their children than mothers so having two 
parents' perspectives could provide us with different information about the children's 
behaviors.  Another potential limitation is that the highly sensitive nature of many of the 
questions, particularly those regarding religion and child behaviors, may have introduced 
social desirability bias. Although I attempted to control for this by including the measures 
in reverse order in the two different versions, I did not measure social desirability 
directly, so it is possible that this influenced responses. 
A final limitation concerns the usefulness of the measures themselves. The 
measure for frequency and severity of interparental conflict was quite short and 
demonstrated lower reliability in this sample than the other measures. Using a broader 
subscale of the Conflicts and Problem-Solving Scale might have provided more 
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information. The religiosity measure is also a concern. It was designed to be a broad 
measure of religious experience. In some ways, this breadth is a positive aspect, because 
it allows researchers to capture religiosity beyond simply attendance at religious services 
or one-item questions such as “How religious are you?” In other ways, though, it may be 
that the religiosity measure was too broad, including aspects of religiosity that may be 
salient for the individual parents, but would not influence the child’s behaviors. In trying 
to capture all aspects of religiosity, this measure may have obscured important individual 
aspects of religiosity, such as religious coping, religious support, and even religious 
service attendance. 
Recommendations for Future Research 
Future research should be conducted with a larger sample size, particularly in 
religious groups besides Christian as well as non-religious people, in order to determine if 
a study with larger power is needed to support the hypothesized model or if the current 
findings become more pronounced. Future research should also include measurements of 
social desirability bias in order to determine its potential influence on parents’ responses. 
In order to better understand the significance of the findings of this study, future research 
might also consider analyzing the subscales within the religiosity measure, such as 
religious coping or spiritual support subscales. Although research regarding these 
subscales with parents is rare, Tarakeshwar and Pargament (2001) studied religious 
coping in 45 parents of children with autism. They found that positive religious coping 
(such as seeking spiritual support and finding positive meaning in suffering) was 
significantly correlated with self-reported growth due to the stressors related to having a 
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child with autism. By contrast, self-reported religiosity (determined via one item) was not 
significantly correlated with stress-related growth.  
Rammohan, Rao, and Subbakrishna (2002) conducted another study regarding 
using religious coping in 60 people caring for a family member with schizophrenia. In 
this instance, religious coping did not correlate with their outcome variable of 
psychological well being. By contrast, strength of religious belief did correlate 
significantly with the psychological well being of these caregivers. These results are 
mixed regarding religious coping in particular, but they do emphasize that different 
aspects of religiosity may be related to different outcome variables. Thus, they suggest 
that a narrower perspective may provide more information regarding the mechanisms 
behind the results in this study.  
Further research in religion as a family-level factor might also encourage the 
development of a measure specifically for family religiosity or for child religiosity. In 
this regard, a qualitative or mixed-methods approach might be ideal in order to further 
determine what aspects of religiosity are salient either at the family level or to children. 
Interviews with children could elicit information regarding how the religious 
environment of the family influences them, thus providing data for the development of 
new and better measures. Like all other research examining religion in children, 
qualitative studies in this area are rare. Ní Raghallaigh and Gilligan (2010) used a 
qualitative study to determine how adolescents cope with the stressors of immigration in 
32 adolescents seeking asylum. Their research found that religious coping was a common 
theme among adolescents and that it facilitated such coping strategies as maintaining a 
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positive outlook and maintaining continuity. Thus, qualitative studies emphasize the 
importance of religion in young people’s lives, even when it is not the primary focus of 
the study.  
Some qualitative research has been conducted specifically on children’s religious 
coping. Pendleton, Cavalli, Pargament, and Nasr (2002) studied 23 children with cystic 
fibrosis ages 5 to 12 years old in order to gain more information on how they viewed 
religious coping. They used interviews with parents and children and analysis of themes 
in children’s drawings. They found 11 central patterns within children’s spiritual and 
religious coping: declarative religious coping (in which someone asks God to be healed 
and expects to be automatically healed), petitionary religious coping (someone asks God 
to be healed and may or may not be), collaborative religious coping (child and God work 
together to cope), belief in God’s support, belief in God’s intervention, belief that God is 
irrelevant, spiritual social support, ritual response (that is, the child participates in more 
religious rituals to feel better), benevolent religious reappraisal (finding positive religious 
meaning in an illness), punishing religious appraisal (finding negative religious meaning 
in an illness such as punishment for sins), and discontent with God. Future research might 
use similar methods in all children or children with interparental conflict in particular to 
determine if these coping patterns in children are universal as well as how children 
experience religion outside of the domain of coping.  
Conclusion 
The research presented here did not provide evidence to support the hypothesis 
that parental religiosity moderates the relation between interparental conflict and 
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children’s internalizing and externalizing behaviors such that higher religiosity correlates 
with lower children’s internalizing and externalizing behaviors. However, in families 
with high distress, there is evidence that religiosity may moderate the relationship 
between partner conflict and child internalizing and externalizing behavior such that 
religiosity was related to higher problem behavior. Although this was not the anticipated 
result, this research provides some evidence to indicate that family-level religion should 
be considered when assessing a child’s risk and resilience. These results also emphasize, 
in a broader sense, how important family-level factors are to "half the art of living." 
Truly, if we in the field of psychology are interested in bettering the outcomes of children 
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